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ABSTRACT
Drug-exposed infants are a major topic and concern
in today's society. The number of infants born exposed to

some form of substance is progressively on the rise. In
San Bernardino County, the numbers are growing at an

alarming rate. In this study the researcher looked at a

practitioner's perspective on working with drug-exposed
infants. For this qualitative study, the researcher
conducted interviews with ten practitioners working for

the SART Program, which specializes in working with

substance-exposed infants. The data received from the

practitioners was analyzed utilizing a qualitative
method. Responses were placed into categories in order to

be able to identify and further explore recurrent and

emerging themes. The major categories identified included
behavior problems, bonding and attachment issues, and the

role of the caregiver and parent. The findings in this
study will provide current and future social workers with

an inside view on the challenges the substance-exposed
infant population face, resulting in providing and

reiterating the critical attention, spotlight,

significance, and concern this population is entitled and
yet to receive.
iii
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CHAPTER ONE

INTRODUCTION

In this chapter, a basic overview surrounding the
problems facing substance-exposed infants will be
discussed, along with previous research, information, and

statistics surrounding this particular population. This
chapter will provide the necessary purpose and need for

performing the study and the current form of treatment

currently being utilized to address the substance-exposed
infant population. A basic overview regarding the methods
for obtaining the critical information for the study will

be explained. Lastly, the link between doing this study
and the benefit, which will result and contribute to

social work practice, policy, and research, will be
thoroughly revealed. The end of the chapter will conclude

with a clear, concise statement of the proposal
surrounding the study.
Problem Statement

The National Association on Perinatal Addiction
Research and Education estimated that one of every 10

births in the United States was exposed to drugs during
pregnancy (Chasnoff, Burns, Schnoll, & Burns, 1985). A
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federal study by the United States Accounting Office

found that the number of young foster children who had
l

had prenatal exposure to drugs grew from 17% in 1986 to

55% in 1991. Although the development, recognition, and

status of Infant Mental Health, which is defined as

the young child's capacity to experience, regulate,
and express emotions, form close and secure

relationships and explore the environment and
learn...in the context of the caregiving environment
that includes family, community, and cultural

expectations for young children,

(Zeanah, Bailey, &

Berry, 2009, p. 774)
is currently on the rise, a key high-risk population,

drug-exposed infants, is being left forgotten and left
behind. During the 1980's a huge outrage and indignation
occurred with the birth of the "crack babies". These

infants were in a sense labeled and put under a category
of useless and throw-away children. During this "crack

baby" era, so much attention, research, and money began
to pour into this area of focus. During the beginning of
the early 1990's the "crack baby" began to disappear,

only to be replace by the widespread and prevailing
"methamphetamine baby". Although hype and attention began
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to flock around this new topic of "methamphetamine baby"
the funding for research remained at a rate of six

dollars spent on crack research for every one dollar
spent on methamphetamine research. For some reason the

popularity, regard, and attractiveness of the

"methamphetamine baby" began to diminish towards to
beginning of the twenty-first century.
Along with the "methamphetamine baby", other

substance-exposed infants also began to lose focus,
research funding, and the necessary attention needed to
address the staggering problem surrounding the exposure.

According to the National Resource Center for Respite and

Crisis Care Intervention, the number of children born
each year exposed to drugs and/or alcohol is estimated to
be between 550,000 and 750,000. On a more local level,
San Bernardino County Public Health Department reports In
the Year 2000, 43% of pregnant women’in San Bernardino

County screened positive for alcohol, tobacco, or illegal

drugs and in 2003, 435 drug-exposed infants required

3,603 hospital days at a cost of over $15 million. This
term of resiliency seems to be attached to infants,
meaning they are somehow immune to the effects illegal

drugs, alcohol, nicotine, and prescription drugs. The
3

opposite could not be more accurate and factual. For
example, cocaine influences brain development

directly through effects on developing
neurotransmitter systems that are critical to

neuronal differentiation and brain structure
formation and indirectly through effects on blood

flow to developing fetal brain.

(Alessandri,

Bendersky, & Lewis, 1998, p. 565)
During the beginning of the early twenty-first
century, studies, research, and attention began to

decrease surrounding substance-exposed infants.

Sufficient and ample information was available during the
1990's, but as I searched for current data and
statistics, the results were disappointing, inadequate,
and approaching nil. The results surrounding information

on practitioner perspectives on working with
substance-exposed infants was very scarce and
insufficient. The study that I wish to purpose will be
the element that fills this gaping hole. It intends to

connect that overwhelming information from the 1990's to
the under whelming research existing presently.
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Purpose of the Study

The purpose of the study is to bring to light the

desperate need and attention substance-exposed infants
require currently but are not receiving. The study will
show the cognitive, behavioral, emotional, and social

deficits substance-exposure produces in these dependent
powerless infants. The study will focus on the

perspective of practitioners who work with this
population on a daily basis. This information is

absolutely crucial because it and similar information is
so non-existent in current research. This study intends

to resurface the necessary hype, attention, and awareness
that once existed in the 1990's but quickly fell below
the public radar in the twenty-first century.

The practitioner perspective will be collected from
three SART (Screen, Assess, Referral, Treatment) Programs

spanning the country's largest county, San Bernardino
County. The SART Program is an early intervention program
designed for children between the ages of zero through

five years old, providing comprehensive assessment and
treatment to improve a child's overall functioning. The
program provides a multidisciplinary collaboration,

consisting of a master's level practitioner, specialized
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pediatrician, pediatric neuro-developmental psychologist,
public health nurse, and an occupational therapist, that
works with the child-caretaker dyad. The assessment

process facilitates and helps to identify problems in the
areas of attachment and bonding, socialization skills,
behavior, motor skills, cognitive functioning,

communication, sensory-stimulation sensitivities and

development, discipline struggles, sleep difficulties,

medical concerns, gross and fine motor skills, and
environmental or ecological sensitivities and

considerations.

The study will utilize a qualitative method using
ten to twelve face-to-face direct interviews with

master-level practitioners. An interview guide will be
used in order to facilitate a comprehensive interview

lasting around one hour.
Significance of the Project for Social Work
This study is needed not only to fill and link the
cavernous break in information and research between the
early 1990's and present times, but to also gain a

clinical perspective from the practitioners who work on a

daily basis with the substance-exposed infant population.
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The information from the study can open doors and create

a new element of understanding for future practitioners
desiring to work with this high-risk growing population.

This study is needed to once again prove and reiterate
the highly necessary attention these substance-exposed

infants desperately need in the from of intervention,
treatment, advocacy, and resources.

This study has a high probability of informing quite
a few phases of the generalist intervention process

model. The study will serve as an information source to

generate and obtain future practitioners who may not have
been aware of this high-risk despondent population. The
information from the study may equip future social

workers with the necessary knowledge about this
population needed to spark a desire for further research,

interventions, and advocacy. The study will be helpful

during the "assessment" phase in providing a basic

outline of information areas of concern, interest, and
focus for the practitioner. The result of this study will
add to current knowledge surrounding practitioner

perspective on what is beneficial and works with this
population, as well as elements or initiatives that may
not work with this population. By gaining a practitioner
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perspective, this study is able to delve deeper into the

actual perception and viewpoint of1 those who actually

work with this population, which provides the study with
validation and substantiation. The study can provide

critical factors future practitioners can utilize in
performing the phases of planning and implementing with
this substance-exposed infant population. The study

provides a general perspective on where current

information, treatment, and evaluation reside in the
practitioner environment. The study will give an inside

view oh the challenges the substance-exposed infant
population face, resulting in providing and reiterating
the critical attention, spotlight, significance, and

concern this population is entitled and yet to receive.
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CHAPTER TWO

LITERATURE REVIEW
Introduction

Chapter two consists of a discussion of the relevant
literature that is pertinent to this study. This chapter
is divided into a section on medical and developmental
outcomes of substance-exposed infants, a section on

previous research and the lack of current practitioner
perspective, and lastly a section on theories that help
guide the conceptualization of this population

Medical and Developmental Outcomes
of Substance-Exposed Infants
According to the National Resource Center for

Respite and Crisis Care Services, the drug epidemic that
swept this country during the 1980's has had a

devastating effect on families, and particularly on the
children who have been the silent victims of prenatal

exposure to drugs. The number of these silent victims
born each year exposed to drugs and/or alcohol is
estimated to be between 550,000 and 750,000. According to

several studies, prenatal substance abuse could cause a
wide range of serious medical complications for the
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infant, such as withdrawal, physical and neurological

deficits, low birth weight, growth retardation,

cardiovascular abnormalities, spontaneous abortion, and
premature delivery, as well as long-term developmental

abnormalities (Howard, Kropenske, & Tyler, 1986; Petitti

& Coleman, 1990; Weston, Ivens, Zuckerman, Jones, &
Lopez, 1989).

Substance-exposed infants have a higher risk of
being born pre-mature and having a low birth weight,

which increases the
risk of neurosensory deficits, behavioral and

attention deficits, psychiatric problems, and poor

school performance. Premature infants may have
experienced bleeding of the brain tissue,
hydrocephalus, bronchial problems, eye disease, and

interferences with the normal ability to feed.
(Baladerian, 1994, p. 1)

Within the infants' first seventy-two hours of life,

prenatally substance-exposed infants will be obliged to
experience withdrawal, which can include tremors,

petulance, and irritability. The low birth weight and low
weight gain due to difficulty swallowing, sucking, or
being easily distracted, can categorize the
10

substance-exposed infants into the category of Failure to
Thrive, which also alludes to the slow ability to reach
developmental milestones. Developmentally,

substance-exposed infants face so many extreme
disadvantages from the very beginning. Substance-exposed

infants can experience and undergo erratic and volatile
sleeping patterns, irritability, delays in language
development, poor fine and gross motor development,

atypical social interactions, hyperactivity, the
inability to focus, frequent tantrums, mood swings, and

difficulty processing visual and auditory information

(Baladerian, 1994). The previous description implicates
substance-exposed infant characteristics only through

five years of life.
Previous Research and Lack of Current
Practitioner Perspective

As stated earlier, a majority of articles and
research information was written from the early 1990's

through the very beginning of the twenty-first century.
The articles discuss developmental concerns, high risks

associated with substance-exposure, external factors,
drug-treatment for mothers, and staggering statistics

related to the increase in substance-exposure. Despite
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the findings, research slowly comes to a halt past the

beginning of the twenty-first century and the information

fails to offer any clinician or practitioner perspective
involved in working with this population.

In 2001, 540 prenatally drug-exposed infants
received a seven-year postbirth follow-up, in order to
determine if height deficits were still a problem and

concern (Covington, Nordstrom-Klee, Ager, Sokol, &
Delaney-Black, 2002). Instead of pursuing some of the

extreme concerns with this population such as cognitive,
behavioral, or learning problems, height deficiency was

thoroughly studied. It concluded that at age seven,
drug-exposed children "were up to one inch shorter and
twice as likely to fall below the tenth percentile in

height" (p. 489).

Sagatun-Edwards and Saylor (2000) performed a
longitudinal study of 118 drug-exposed infant social
services and juvenile court cases in order to determine

factors associated with court outcomes in dependency
court. The conclusion was that the most important factor
was the mother's behavior. The successfully observing

behavior by the mothers was proved to be of more of more
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importance than ethnicity, past referrals, and criminal
records.

Sun, Freese, and Fitzgerald studied child protective

computerized data between January 1998 through October
2001, to determine factors that were related to case
substantiation for drug-exposed infants. The data

consisted of 457 cases of drug-exposed infants. The
results indicated that

drug-exposed infant case substantiation was related

to the type of drug exposure and the unit to which
the case was assigned, but not to the mother's
ethnicity; and subsequent maltreatment among
drug-exposed infants was related to the mother's age

and prior parental alcohol abuse, but not to the

type of drug exposure, nor to the initial
drug-exposed infant status of case substantiation.

(2007, p. 33).

This study is important because it is the

substantiated cases that receive treatment, services, and
any hope that any further maltreatment will be prevented.

In 1990, Feig, a program analyst for the U.S.
Department of Health and Human Services, composed a paper

entitled, "Drug Exposed Infants and Children: Service
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Needs and Policy Questions". The paper is extremely

advantageous when looking at the substance-exposed infant

population. The only problem exists in the fact that this

paper was written nineteen years ago. The paper addresses
characteristics of the drug-exposed infant and his/her
family, the effects of current services, the needed
services, efforts to help this high-risk population on a

federal, state, and local level, and policy issues. One

of the policy issues the paper addresses is the limited

availability of drug rehabilitation centers and the
extensive waiting list the centers possess. A huge policy

issue is the fact that states vary when it comes to
reporting laws. The last policy issue at a federal and

state level explores whether or not to prosecute the

drug-abusing mother, to what lengths should child

protective services go to provide family reunification,
and the struggle of adding additional children to the

overwhelming number of children already in the foster
care system.

Theories Guiding Conceptualization
There are two main conceptual frameworks that have

been developed to help analyze the substance-exposed

14

infant population. These theories include attachment
theory and ecological theory.

Perry, Runyan, and Sturges explain that during the
first three years of life, the brain reaches
90 percent of adult size and puts in place the

majority of systems and structures that will be
responsible for all future emotional, behavioral,
social, and physiological functioning during the

rest of life.

(1998, p. 4)

In order for the brain system responsible for
attachment to develop normally, a positive interactive
relationship must develop between the caregiver and

infant during the first year of life (Perry, Runyan, &

Sturges). The impact impaired bonding can have on a child
includes problems that can range from "mild interpersonal
discomfort to profound social and emotional problems"

(1998 p. 5). The attachment theory is directly linked to

substance-exposed infants in the fact that their first
years of life can include withdrawals, irritability, and
multiple caregivers, resulting in the likelihood that

attachment will not be allowed to properly develop.

Attachment plays a crucial role in shaping the treatment
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and services needed for the substance-exposed infant

population.

Johnson, Nusbaum, Bejarano, and Rosen utilize an
ecological approach to substance-exposed infants. They

attempt to move past viewing substance-exposed infants as
"damaged goods" and move more toward "constructive

approaches by placing some of behavioral outcomes

associated with pre-natal drug exposure within the

context of general developmental processes" (1999,
p. 448). They examine whether developmental problems are

related to drug-exposure or are a direct result of
environmental pressures and constraints. The findings
showed children facing environments with significant

risks, such as mothers who use drugs, poverty, lack of
support, and lack of education, need to be the main focus
of intervention. The ultimate reason substance-exposed

infants are so at risk is because they are more likely to

be born into an environment containing a number of risks.
The ecological theory seems so easily explained, but it
may not be as applicable when taking a practitioner

perspective.

16

Summary
The literature concerning substance-exposed infants

very much succeeds in looking at medical and
developmental outcomes, along with tying in theories to
better explain the happenings of this high-risk

population. The literature fails in offering any sort of

clinical or practitioner perspective. This population

desperately needs services and treatment but there is
information regarding what challenges practitioners may
face, what treatment works best, and what aspects of

treatment do not suite this population.

17

CHAPTER THREE

METHODS
Introduction

The following chapter will thoroughly discuss the
specific method of this research project. The study

design, the study sample, the procedures for data
collection, protection of human subjects, data analysis,
and a description of the interview questionnaire will
also be discussed throughout the subsequent chapter.

Study Design

Due to the lack of current research and information
on challenges working with drug-exposed infants, this

study serves a specific purpose of filling that void and
existing gap. The purpose of this study is to closely
look at the drug-exposed infant population and challenges

practitioners have found while working with this
population. This study explores, from a practitioner
perspective, what it is like working with drug-exposed

infants, what treatment works with drug-exposed infants,
what treatments seem to fail, and what are some

particular challenges found when working with this
population. For this study, the researcher used a
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qualitative method. A qualitative research method was

utilized in order to get specific detailed information
from a diverse group of practitioners in order to gain as

much knowledge possible concerning working with the
drug-exposed infant population. In-depth face-to-face
interviews with practitioners who are working with the

drug-exposed infant population have been conducted. The
practitioners that specifically work with the

drug-exposed infant population have a rare insight,
understanding, and comprehension that those who do not

work with or interact with this population may possess
and comprehend fully. By using a qualitative method
technique, a more in-depth analysis into the practitioner

perspective is able to be achieved. The negative in using
a qualitative method is the low number of participants
available in the given time constraint.

Sampling

Participants for the study were recruited from
practitioners working for the county-wide Screen

Assessment Referral Treatment (SART) Program in one of
the three locations, including West End, High Desert, or

Central Valley. The SART Program works with children
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between the ages of zero through five years old who face

challenges with social skills, aggression, short
attention span, intense shyness, speech difficulties,

motor skills, bonding, communication, feeding,
developmental concerns, and who have been prenatally
J

exposed to drugs and/or alcohol. Because of the lack of

current relevant information regarding the drug-exposed

infant population, the practitioner sample that was
utilized in this study will serve as the most competent

knowledgeable resource for obtaining accurate, honest

information. The participants hold a Master's Level

Degree in either social work or marriage and family

therapy. Each participant has a minimum of two years
experience in working with the SART Program. The
participants vary in both age and ethnic background. A

total of ten practitioners working for the SART Program
were asked to participate in the study.
Data Collection and Instruments

After the practitioners were recruited, the
researcher scheduled appointments for each individual

interview to take place (see Appendix A). The
practitioners were asked six demographic questions and
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ten prompting questions (see Appendices B and C) about
the challenges faced when working with the drug-exposed

infant population. The last ten questions were open-ended
questions where the researcher carefully and actively
listened to the practitioner's responses. The demographic

questions that the practitioners were asked are as

follows: What is your gender? What is your current

professional title? How many years have you been working
as a practitioner? How many years have you been working

with the SART Program? What percentage of your caseload
are SART cases? What is your age? The open-ended

prompting questions that the practitioners were asked are
as follows: Do you currently have drug-exposed infants on
your caseload? What reasons are the drug-exposed infants
referred for treatment? What symptoms do the drug-exposed

infants present upon entering treatment? Do you do any
modifications to therapy in order to better serve the
drug-exposed infants population? What challenges do you
face, as a practitioner, when working with the

drug-exposed infant population? What are the positives
you hqve found working with the drug-exposed infants?

What are the negatives you have found working with the

drug-exposed infants? What treatment modality do you
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utilize when working with the drug-exposed infants? What

kind of goals do you give the drug-exposed infants on the
care plan you create? What advice would you give to

practitioners who will be working with drug-exposed

infants in the future?
The interview was being administered in English. The
interview process lasted between twenty to fifty minutes

in duration. The questions were asked in order to induce
the practitioners and engage them in partaking further in
the interview process. The practitioners were also be

encouraged to add any additional comments they believe
were relevant and pertinent to the interview.

Procedures
Initially, flyers had been posted in the agency's

mailroom where the practitioners had access to view the
information (see Appendix A). The practitioners

voluntarily expressed an interest in participating in the
interview and either contacted the researcher via phone

number or verbally in person in order to set up an
appointment to participate in the interview. The

interviews took place in a private secluded room at the
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agency with only the researcher and the practitioner

present.
A total of ten interviews were conducted during the

span of a two-month period. The individuals received

compensation in the form of a gift card to Starbucks
valued at five dollars.
The interview guide was created in order to obtain

knowledge and a better understanding of the challenges
practitioners face when working with the drug-exposed

infant population. The researcher conducted ten

interviews with SART Program practitioners at one of the
three countywide locations. Each interview lasted

approximately twenty to fifty minutes in duration. There
as not a pre-interview or post-interview with the

practitioners that participated in the study. Each
practitioner was given an informed consent in English and
was asked to mark the form if he/she agreed to consent

for participation in the study (see Appendix D). Each

practitioner was asked the same six demographic questions
and the same ten open-ended questions. After the

conclusion of each interview, each practitioner was given

a debriefing statement in English (see Appendix E).
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The researcher tape-recorded the practitioners'

responses during the interviews. After all of the
interviews were completed, the data will be collected and

analyzed by hand using a qualitative method.
Protection of Human Subjects

The confidentiality and anonymity of each
practitioner will be maintained at all times throughout
the study. Each practitioner has read an informed

consent, which he/she has marked with an "X" signifying

he/she understands the purpose of the study and that
he/she is voluntarily willing to participate in the

study. There are no foreseeable risks associated with
participating in this study. The practitioners who
participated in the study will benefit by being able to

be part of a study exemplifying challenges and therapy
techniques utilized when working with the drug-exposed

infant population. The practitioner is also contributing
to an area of research that is highly lacking despite the

growing population. Each practitioner was given a copy of
the informed consent. Each practitioner was also given a

copy of the debriefing statement after the interview was

complete.
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The researcher collected all of the individually

marked consents, questionnaires, and notes and placed all

of the information in a plain unmarked manila folder that
is kept securely in a locked box in a protected location.

No persons other than the researcher has access or

knowledge about the information. All of the data
collected will be destroyed after the study is complete.

Data Analysis
The data analysis for this study was conducted

utilizing qualitative analysis techniques. First, the
data that was collected from the audio-recorded

face-to-face interviews was transcribed verbatim. From
there, a coding method was created to organize the data
into specific themes. A preliminary phase of coding was

utilized to identify categories and assign codes to
specific categories. A journal was utilized to record
specific information, including the definition of each
code and documentation of the designation of the codes in
the data. Following that, a second phase of coding was
developed in order to identify possible relationships.

The second phase also identified both similarities and

differences that existed within the given data set. The
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data was analyzed for thematic content and pattern

analysis. The therapist was careful not to let any of her
own biases interfere with any part of the analysis of the

study.
Summary
In this chapter, the researcher has discussed the
proposed method and design of the research project. The

study sample, data collection, and the analysis of the
proposed data that was retrieved were also included.
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CHAPTER FOUR

RESULTS

Introduction
This chapter will begin by discussing the sample
used in this study. The sample will be described in terms

of gender, professional title, number of years working as
a practitioner, number of years working with the SART

Program, percentage of current caseload that are SART
cases, and age. This chapter will proceed to address the
ten qualitative questions asked during the interview and
the major recurring categories will be described for each

question.

Presentation of the Findings
Demographic findings are presented in Table 1. A
total of ten practitioners participated in this study. Of

the ten practitioners, all participants were female. The
ten practitioners were composed of three MSW (30%), four

LCSW (40%), and three MFT (30%). In regards to age, four

practitioners were between 25-30 years old (40%), four
were between 31-40 years old (40%), and two were between

41-49 years old (20%) .
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The ten practitioners were asked how many -years she
had been working as a practitioner. The results revealed

that the practitioners had been working between two years
and eighteen years with an average of six years.

Practitioners were asked to identify how many years
they had been working with the SART Program. The results
revealed that the years the practitioners had been

working for the SART Program ranged from two years to
four years, with an average of three years.

When the ten practitioners were asked what
percentage of SART cases did they carry on their

caseload, the findings revealed the answer to range from
60% to 100% of their caseload. The average of SART cases

in each practitioner's caseload was 90%.

Table 1. Demographic Characteristics of Participants

Frequency
(n)

Variable
(N = 10)
Gender
Male

Female
Professional Title
MSW
LCSW
MFT
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Percentage
(%)

0

0.0

10

100.0

3
4
3

30.0
40.0
30.0

Frequency
(n)

Variable
(N = 10)

Years Working as a Practitioner
2 years
3 years
5 years
6 years
10 years
18 years
Years Working with the SART Program
2 years
3 years
4 years
Percentage of SART Cases in Caseload
60% SART cases
75% SART cases
90% SART cases
100% SART cases
Age
25-30 years old
31-40 years old
41-49 years old
50+ years old

Percentage
(%)

1
2
3
1
2
1

10.0
20.0
30.0
10.0
20.0
10.0

3
4
3

30.0
40.0
30.0

1
2
1
6

10.0
20.0
10.0
60.0

4
4
2
0

40.0
40.0
20.0
0.0

All of the interviews took place at one of the three

SART locations: West End, Central Valley, or High Desert.
The first six questions asked the participants to report

demographics, which were described above. The final ten

questions were open-ended questions that asked the
practitioners specific questions regarding their
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perspective on working with drug-exposed infants. The
significant categories that were found for each of the
ten questions are described below.

Working With Drug-Exposed Infants

When the participants were asked if they currently
have drug-exposed infants on their caseload, all of then
ten practitioners reported they did have drug-exposed

infants on their caseload.

When participants were asked what reasons are the
drug-exposed infants referred for treatment, the

responses to this question are grouped into four
different categories. The following four categories

emerged: 1) behavioral issues, 2) bonding and attachment
issues, 3) developmental delays, and 4) department of

children services referral. The responses to this
question are shown in Table 2.
Six of the practitioners mention behavioral issues

when discussing the open-ended question. One of the
practitioners stated, "Many parents, caregivers, or

teachers call to refer a child for treatment because the
child is presenting such behaviors as physical

aggression, defiance, excessive tantrums, poor
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concentration and focus, and high activity levels" (Pl,
personal interview, February 2010).

The second major category to emerge from the

practitioners was bonding and attachment issues. Five of
the practitioners stated that children could be referred

for treatment because the parent o.r caregiver is
struggling with forming a bond with the child. One

practitioner stated,
Some of the infants have trouble bonding with their

caregiver. You have to understand that most of the

drug-exposed infants have been removed from their
biological parents and are a part of the foster or
adoptive system. Due to the drug-exposure and the
multiple moves and multiple caregivers, many

children struggle with being able to wholeheartedly
attach to a caregiver, allow physical affection, or

even are able to seek out comfort and nurturance.
(P2, personal interview, February 2010)

The third category to emerge from the practitioners
when asked about reasons for referrals was Developmental

Delays. Six practitioners stated that many parents or
caregivers refer their own child if he or she does not
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seem to be meeting'the .basic developmental milestones.
One practitioner stated,
Parents and caregivers begin to take notice very

early when a child is not crawling or walking on

time, not babbling or speaking on time, or not able
to perform age-appropriate fine-motor and

gross-motor activities. More and more parents and •
caregivers are seeking treatment as a source of

early prevention and intervention, instead of
waiting until a child reaches school-age and the
child is developmentally at a huge disadvantage'.

(Pl, personal interview, February 2010)
The final category to emerge from the question

regarding reasons for referrals was Department of Children
Services Referral. Five of the practitioners also noted

that several of the drug-exposed infant cases come from
mandatory orders from the Department of Children Services.
One of the practitioners explained, "When social workers

come across a case in which a child has pre-natal drug
exposure, post-natal drug exposure, abuse, and/or neglect,
the social worker is supposed to automatically make a

referral for the child to seek out immediate treatment"
(P8, personal interview, February 2010).
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Table 2. Reasons for Drug-Exposed Infant Referral

Frequency
(n)

Responses

Percentage
(%)

60.0
6
Behavioral Issues
50.0
5
Bonding and Attachment Issues
60.0
6
Developmental Delays
Department of Children Services
50.0
5
Referral
Note: Multiple responses are possible for this question

The participants were asked what symptoms do the
drug-exposed infants present upon entering treatment. The
responses to this question are shown in Table 3. The

responses to this question were grouped into categories.
The following five categories emerged: 1) behavioral
problems, 2) bonding and attachment problems, 3) poor

regulation of emotions, 4) sensory issues, and
5) developmental delays.

All of the practitioners that were interviewed
stated that behavioral problems were a symptom the

drug-exposed infants present upon entering treatment. One
of the practitioners stated,

One of the main symptoms we see presented upon
entering treatment is a great deal of behavioral

problems. But, you must understand that behavioral
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problems encapsulates such things as defiance,

excessive tantrums, impulsiveness, recklessness,
excessive activity levels, poor socialization
skills, and the inability to focus or concentrate.

(P7, personal interview, February 2010).
The second category that was mentioned by seven of
the practitioners was bonding and attachment problems.

One of the practitioners commented, "Many of the children
have been placed with multiple caregivers and moved

multiple times and this can result in a difficulty with
being able to bond, form attachments, seek out

nurturance, and both give and receive physical affection"
(Pl, personal interview, February 2010). Another
practitioner added, "Some of the children appear

emotionally withdrawn and has such a minimal ability to
present social and emotional reciprocity" (P6, personal
interview, February 2010).

The third category to emerge as mentioned by five of
the practitioners was poor regulation of emotions. One of
the practitioners explained,

Many of the children have poor regulation of

emotions. This basically means the child has
difficulty controlling the various emotions the
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child may be experiencing. This can play out as the

inability to self-soothe or a child may be unable to

be calmed down once he or she has gotten upset and
the emotions only escalate.

(PIO, personal

interview, February 2010)
Another practitioner mentioned, "Poor regulation of
emotions can interfere with the child's ability to

develop socially and emotionally and to participate in
age-appropriate activities" (P9, personal interview,

February 2010).

The fourth category that was mentioned by four of
the practitioners was sensory issues. One practitioner

commented,

We have some children who are constantly seeking out
sensory stimulation. These children need to

experience high-intensity, frequent, and
long-duration sensory input before they are even

able to respond. These children are constantly
seeking these high levels of sensory input which can

look like urgent and constant need for physical
contact with people or objects.

interview, February 2010)

35

(Pl, personal

The last category to emerge from four of the
practitioners' answers was developmental delays. One of

the practitioners commented, "Unfortunately the children
that are exposed to drug prenatally, seem to have a high

rate of developmental delays. We see this in cognitive

deficiencies, fine and gross motor delays, and expressive

and receptive language delays" (P3, personal interview,
February 2010).

Table 3. Symptoms Upon Entering Treatment

Frequency
(n)

Responses

Percentage
(%)

100.0
10
Behavioral Problems
7
70.0
Bonding and Attachment Problems
50.0
Poor Regulation of Emotions
5
4
40.0
Sensory Issues
4
40.0
Developmental Delays
Note: Multiple responses are possible for this question

The participants were asked if they do any
modifications to therapy in order to better serve the
drug-exposed infant population. The practitioners'

responses are broken down into three categories. The
following are the three emerging categories: 1) low
stimulation, 2) dyad relationship, and 3) consistency,
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routine, and structure. The responses to this question
are shown in Table 4.

The first category that was mentioned by eight of
the practitioners was low stimulation. Many of the

practitioners commented on the fact that drug-exposed
infants are quick to get over-stimulated so there is a

need to keep the therapy environment low stimulating. One
practitioner commented that, "Some of the children can
get over-stimulated from too many toys, too much activity
all at one time, or even such things as the bright

fluorescent lighting can cause over-stimulation" (P5,

personal interview, February 2010). Another practitioner
stated, "The infants can get easily overwhelmed by

sensory stimuli that are a part of everyday normal life.
As a result, the infants experience considerable stress

as they attempt to manage these intense responses to such
everyday stimuli" (P7, personal interview, February

2010).

The second category that nine of the practitioners

stated when asked about treatment modifications was dyad
relationship. One of the practitioners mentioned,

The dyad relationship is absolutely a crucial
element to focus on for treatment when working with
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the drug-exposed infants. By dyad relationship, I

mean the relationship and interaction between the
infant and the caregiver. It is crucial to improve
and enhance the dyad relationship first in order to

5

address and decrease the behavioral problems or any
other issues.

(P4, personal interview, February

2010)
The last category that was mentioned by seven of the
practitioners was consistency, routine, and structure.
One of the practitioners mentioned,

The drug-exposed infants need consistency, routine,
and structure in their environment in order to
succeed and thrive. So, this could mean having

treatment in the same room every week, playing with
the same toys and activities every week, maintaining
the same rules every week, and keeping the same

boundaries every week.

(P2, personal interview,

February 2010)

Another practitioner mentioned, "Changes in routine can

cause a great deal of turmoil in the drug-exposed infant
and can, as a result, result in an influx of problematic

behaviors" (Pl, personal interview, February 2010).
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Table 4. Therapy Modifications

Frequency
(n)

Responses

Percentage
(%)

80.0
8
Low Stimulation
90.0
9
Dyad Relationship
70.0
7
Consistency, Routine, and Structure
Note: Multiple responses are possible for this question

The participants were asked what challenges do they
face, as a practitioner, when working with the

drug-exposed infant population? The following three
categories emerged from the responses given by the

practitioners: 1) stability in care, 2) attendance

consistency, and 3) lack of motivation. The responses to

this question are shown in Table 5.
Stability in care was a major category that eight
practitioners mentioned when asked about particular

challenges they face when working with drug-exposed
infants. One practitioner stated, "A huge challenge is

that a lot of the drug-exposed infants are
foster-children and that can mean multiple moves and

multiple caregivers" (P8, personal interview, February

2010). Another practitioner commented, "Not only is it
hard on the actual treatment process when children are
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moved multiple times and living with multiple caregivers,
but the instability in care is so detrimental to these

children" (P7, personal interview, February 2010).
The second category that was mentioned by eight of
the practitioners was attendance consistency. Many of the

practitioners discussed the difficulty with having the
caregivers show up on a weekly basis. One practitioner
stated, "The problem with having the drug-exposed infant

as the client is that so much is depended upon the
caregiver, such as showing up for the sessions on a

weekly basis" (P4, personal interview, February 2010).
Another practitioner mentioned,

Treatment can only be effective and changes can only
be made when the child and the caregiver are able to

show up consistently on a weekly basis. If a

caregiver is not even willing to bring the child in
for one hour one time per week, it says a lot about

the effort, willingness, and determination the

parent is willing to put in for the child.

(P8,

personal interview, February 2010)
The third category that was mentioned by six of the

practitioners was lack of motivation. Many of the
practitioners discussed the lack of motivation in the
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caregivers being a huge challenge and problem when
dealing with the drug-exposed infants. One practitioner

stated,
Although I love working with the drug-exposed infant

population, so much of the treatment actually
depends on the caregivers and parents. Not only do

the caregivers and parents need to show up on a
weekly basis, but they also need to use what is

learned in treatment and apply it in the home

environment. It seems like we run into many
caregivers and parents who are looking for the

quick-fix and not willing to put in the necessary
effort to help these children.

(Pl, personal

interview, February 2010)

Table 5. Challenges Practitioners Face

Frequency
(n)

Responses

Percentage
(%)

8
80.0
Stability in Care
8
Attendance Consistency
80.0
Lack of Motivation
6
60.0
Note: Multiple responses are possible for this question
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The participants were asked what are the positives

they have found working with the drug-exposed infants.
The responses to this question were summed up into the

following two categories: 1) meeting goals and
2) unconditional caregivers. The responses to this

question are shown in Table 6.
A total of nine of the practitioners mentioned

meeting goals as a huge positive when working with the
drug-exposed infant population. One practitioner stated,

"Seeing any positive change with these children is
amazing. It is such a great thing to see a child being

able to actually bond with the parent and be able to show
mutual affection and love" (P2, personal interview,

February 2010). Another practitioner commented,

Sometimes it is amazing to see the goals being met

such as reducing tantrums, reducing aggression, or
increasing attachment. Other times it is the small
things that make working with this population so
positive. For example, one of my clients is a three

year old who came in with probably five to six words
in his complete vocabulary. After a couple of weeks,
he learned to say my name and my name became word
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number seven in his vocabulary. That was amazing.
(P7, personal interview, February 2010)

The second major category that eight practitioners

mentioned was unconditional caregivers. One practitioner
mentioned,

It is great when you have those parents that
actually do care, come every week, and are committed

to helping their child. It is so great to see a
parent implement the structure and routine at home

and then be able to realize the difference it is

making in the child. When the parent begins to
notice the changes in the child, it is a huge

positive.

(P5, personal interview, February 2010)

Table 6. Positives of Working With Drug-Exposed Infants
Frequency
(n)

Responses

Percentage
(%)

Meeting Goals
9
90.0
80.0
Unconditional Parenting
8
Note: Multiple responses are possible for this question

The participants were asked what are the negatives

they have found when working with the drug-exposed

infants? The responses to this question are shown in
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Table 7. The responses to this question are summed up

into the following two categories: 1) uncooperative

parents and caregivers and 2) lack of consistency.
Nine of the practitioners mentioned the category of

uncooperative parents and caregivers when discussing the
negatives they have found when working with the

drug-exposed infant population. One practitioner stated,

Just like parents and caregivers can be a positive,
they can also,, unfortunately be a negative. Like

discussed before, when working with these children,
so much actually depends upon the dedication and

willingness of the parent or caregiver. If the
parent or caregiver isn't willing to bring the child
every week and to utilize what is learned during the

sessions and apply those tools in the home
environment, not much is going to change.

(P6,

personal interview, February 2010)

The second category that emerged from nine of the
practitioners was lack of consistency. Many of the
practitioners discussed the need for consistency for

showing up treatment. Some of the other practitioners
added that need for consistency in the drug-exposed

infant's caregivers. One practitioner mentioned, "It
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causes so much disruption when a child is moved multiple

times between caregivers. Not only does it cause
disruption in treatment, it also causes so much

disruption in the lives of the child" (P5, personal
interview, February 2010).

Table 7. Negatives of Working With Drug-Exposed Infants

Frequency
(n)

Responses

Percentage
(%)

90.0
Uncooperative Parents and Caregivers
9
9
90.0
Lack of Consistency
Note: Multiple responses are possible for this question

The participants were asked what treatment modality
do they utilize when working with the drug-exposed
infants? The responses to this question are shown in
Table 8. The following categories emerged from the

responses given by the practitioners: 1) dyad

relationship, 2) collaterals, and 3) group therapy.
The first category that was mentioned by nine of the

practitioners was dyad relationship. Many of the
practitioners discussed the importance of focusing on the
relationship between the child and the caregiver. One

practitioner stated,
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Much of the treatment needs to be focused around the

relationship between the child and the caregiver

because that relationship plays such a vital role in
developing the child's ability to bond, form

attachments, regulate his or her own emotions, and
decrease problematic behaviors.

(P7, personal

interview, February 2010)
The second category that was identified by seven

practitioners was collaterals. Many of the practitioners
discussed utilizing collaterals as a means of the
treatment program. One practitioner commented,

Collaterals are utilized in order for the
practitioner to have discussions with the parent

one-on-one in order to get a better idea of how the

child is performing at home and how the caregiver is
interacting with the child in the home environment.
(P3, personal interview, February 2010)
Another practitioner also mentioned, "We use collaterals

in order to have more in-depth conversations about the
child with caregivers, parents, teachers, or other

members of the multi-disciplinary team" (P8, personal

interview, February 2010).
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The last category that was identified by five of the

practitioners was group therapy. One practitioner stated,
"Group therapy is a tool commonly utilized because many
of the children have undeveloped socialization skills.
The group dynamics help the children to begin to learn

basic social skills" (P6, personal interview, February
2010) .

Table 8. Treatment Modality

Frequency
(n)

Responses

Percentage
(%)

90.0
9
70.0
7
5
50.0
Group Therapy
Note: Multiple responses are possible for this question
Dyad Relationship
Collaterals

The participants were asked what kind of goals do
they give the drug-exposed infants on the care plan you

create? The following categories emerged from the
responses given by the practitioners: 1) problematic
behaviors, 2) bonding and attachment, 3) parenting
skills. The responses to this question are shown in Table

9.
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The first category that was mentioned by nine of the
practitioners when discussing goals for the drug-exposed
infants was problematic behaviors. One practitioner
commented, "Many of the goals on the treatment plan

include decreasing physical aggression, tantrums, and
defiant behaviors" (P2, personal interview, February

2010). Another practitioner added, "Certain goals could

include such things as increasing the ability to follow

directives or increasing the ability to focus and
concentrate" (Pl, personal interview, February 2010).

The second category that emerged from seven of the
practitioners' answers was bonding and attachment. One

practitioner stated,

Because many of the children struggle with having
the ability to bond and form attachments, this is

one of the main goals we focus on. We work on

increasing one-on-one interactive time between the

caregiver and the child and we work on making that
time the most meaningful and valuable to the child.
(P6, personal interview, February 2010)
Another practitioner stated,
Sometimes the parents or caregivers come in to

treatment and honestly do not know how to interact
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with the child, how to praise the child, or know how

to respond to the child. In an essence, it is like
starting from square one in helping the relationship

between the child and parent develop and improve. We
help the parent learn to interact, love, and adore

their child.

(P3, personal interview, February 2010)

Another practitioner mentioned,

A lot of these children have been moved around so
many times that it is hard for them to trust anyone.

So it takes working on the relationship between
child and caregiver on a consistent weekly basis in
order to begin to help the child bring his or her

wall down.

(P9, personal interview, February 2010)

The last category that emerged from answers of seven
of the practitioners was parenting skills. One of the

practitioners mentioned,
As mentioned before about the caregivers playing

such a significant role in the treatment process,
they also play a role in the goals. Many of the

caregivers come in without the knowledge of

parenting skills and we work on developing skills in

the area of age-appropriate discipline,

49

interactions, responses, and praising.

(PIO,

personal interview, February 2010)
Another practitioner commented, "There is no judgment. I

mean there is no parenting handbook explaining how to
parent a drug-exposed infant. So we provide some needed

tools to help the parent be able to parent the child"
{P7, personal interview, February 2010).

Table 9. Goals of the Care Plan

Frequency
(n)

Responses

Percentage
(%)

90.0
Problematic Behaviors
9
70.0
7
Bonding and Attachment
7
70.0
Parenting Skills
Note: Multiple responses are possible for this question

The last question the participants were asked was
what advice would they give to practitioners who will be
working with drug-exposed infants in the future? From the

responses given by the practitioners, two categories
emerged. The following are the two categories that
emerged: 1) patience and 2) celebrate the small

successes. The responses to this question are shown in

Table 10.
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All ten of the practitioners reported that patience

would be a part of the advice they would share to other
practitioners. One of the practitioners mentioned,
"Patience is absolutely key with this population. None of

the fixes are quick and none of the changes are fast, so

it takes major patience with both the child and the
caregivers" (P4, personal interview, February 2010).
The last category that was mentioned by eight of the

practitioners was to celebrate the small successes. One
of the practitioners stated, "So much of the children's
lives have been focused around the negative, so it is

crucial to implement more positive and praise and to
celebrate the child's small successes" (P6, personal
interview, February 2010).

Table 10. Advice to Future Practitioners

Frequency
(n)

Responses

Percentage
(%)

Patience
100.0
10
80.0
8
Celebrate the Small Successes
Note: Multiple responses are possible for this question
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Summary
During this chapter the results of the ten
interviews were reviewed. The review begins with a

description of the demographic information of the sample
that was utilized. The following section of the chapter

describes the answers to the ten qualitative questions
that were asked during the interview. All of the
practitioners' answers were grouped into categories based

on their similarities. The practitioners identified
behavioral problems and bonding and attachment as two

major categories that appeared several times throughout
the interview. Many of the practitioners also mentioned a

great deal of importance placed on the role of the

caregiver or parent, including their willingness,

consistency, attendance, and parenting skills. All ten
the practitioners identified the major category of

patience as an important tool and value to possess when

working with the drug-exposed infant population.
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CHAPTER FIVE
DISCUSSION

Introduction

This chapter will provide a comprehensive discussion
regarding the findings of this study. It will also

discuss the limitations of the study and the limitations
it may have for future social workers in their work with

drug-exposed infants.
Discussion
The practitioners that participated in this study

were able to provide plenty of insight into working with
the drug-exposed infant population. This study was able,

to provide the researcher with information and recurrent

categories from the perspective of the practitioners on
working with the drug-exposed infant population.

The study found that one of the major themes when

discussing drug-exposed infants is behavior problems.
Many practitioners discussed behavior problems during the

interview when discussing such things as reasons for
referrals, challenges of working with this population,
symptoms, and goals given for the drug-exposed infants.

In accordance with the National Resource Center for

53

Respite and Crisis Care Services (Baladerian, 1994),

substance-exposed infants are more likely to be born

pre-mature and, as a result, have an increased "risk of
neurosensory deficits, behavioral and attention deficits,
psychiatric problems, and poor school performance"

(Baladerian, 1994, p. 1). They also stated

substance-exposed infants can experience "delays in
language development, atypical social interactions,

hyperactivity, the inability to focus, frequent tantrums,
mood swings, and difficulty processing visual and

•

auditory information" (Baladerian, 1994, p. 1). The

findings from the study coincide with the facts and
information provided by the National Resource Center for

Respite and Crisis Care Services (Baladerian, 1994).
Another major theme brought up several times by

several differentiating practitioners was bonding and

attachment issues. Several Practitioners stressed the
notion that bonding and attachment were key issues they

have found when working with the drug-exposed infant

population. Whether the issues stem from the infant's
multiple moves and multiple caregivers or from particular

symptoms resulting from the drug-exposure, the findings

pinpoint bonding and attachment as symptoms, challenges,

54

and goals practitioners have found when working with

drug-exposed infants. According- to Perry, Runyan, and

Sturges (2001), in order for the brain system responsible
for attachment to develop normally, a positive

interactive relationship must develop between the

caregiver and infant. The impact that impaired bonding
can have on an infant include problems that can range

from "mild interpersonal discomfort to profound social
and emotional problems" (Perry, Runyan, and Sturges,

2002, p. 5). This idea stresses the importance of working
on the bonding and attachment issues that play such a key
role when working with the drug-exposed infant

population.

The perspectives•of the practitioners in the present
study indicated that sensory issues were an important
topic when discussing the symptoms of the drug-exposed

infants upon entering treatment. Many of the

practitioners noted they saw many drug-exposed infants
who have a constant need to seek Out some form of sensory

stimulation. Some of the practitioners explained some of
the drug-exposed infants have a need to experience some

form of high-intensity long-duration sensory input before
they are even able to respond. Although the findings from
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this study regarding sensory issues appear to be a key

element of working with the drug-exposed infants, there
is a huge lack of information available from research or
articles. Discovering the topic of sensory issues could

help future practitioners in being more prepared to work
with the drug-exposed infant population.

Finally another major finding from this study was
the emphasis put on the importance of the role of the

caregivers. Many practitioners believed that although the
drug-exposed infants were the actual clients, so much of
the success of the treatment was dependent upon the

willingness and effort put forth by the caregiver. Many

practitioners emphasized the need to work on the dyad
relationship between the infant and the caregiver when
discussing the most effective treatment modalities.
Sagatun-Edwards and Saylor (2000) performed a
longitudinal study of 118-drug-exposed infant social

services in order to determine factors associated with

court outcomes in dependency court. They, indeed, found

that the most important factor of the study was the
mother's behavior. This result is consistent with the

findings of this study in that the caregiver's behavior
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does play a crucial role in the lives of and when working

with the drug-exposed infant population.
Unfortunately there is not a significant amount of

empirical research available to provide more information

and knowledge on working with the drug-exposed infant
population. The present study does, however, corroborate

what evidence and information that is currently

available. The perspectives of the practitioners in this
study can perhaps also serve in future studies by way of
providing some insight into symptoms, challenges,
treatment modalities, and goals when working with the

drug-exposed infant population.

Limitations
Although this study was able to interview ten

practitioners who work with drug-exposed infants, the

fact that it was small sample size may be considered a
limitation. The sample can be considered too small to be
able to provide sufficient results, but by limiting the

sample size to ten practitioners, the investigator was
able to build rapport and to obtain more genuine and

honest answers from the practitioners. For future
studies, a larger sample size should be considered to be
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able to provide more insight into working with the

drug-exposed infant population and the possibility of
different perspectives and ideas might emerge from the

interview.

In addition, having all of the ten practitioners

from San Bernardino County could be considered a
limitation in that it does not allow for generalization

of the drug-exposed infant population to a larger group
of practitioners. Even though San Bernardino is the

largest county in the United States, limiting the

practitioners to one county could be considered a

limitation in that the possibility of seeking varied
perspectives was not available. For future studies, a
sample consisting of practitioners from varying counties

should be considered in order to provide the possibility
of alternative responses and ideas on working with the

drug-exposed infant population.

Finally, the fact that all of the practitioners

utilized in this study were female could be viewed as a
limitation in that it does not allow for perspectives

from the male point of view. Although none of the

practitioners interviewed were male, females appear to
represent a higher percentage of the practitioner
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population when working with the drug-exposed infants. In
the future, utilizing male practitioners in the study

should be considered to provide a more versatile
perspective with male and female point of views.

Recommendations for Social Work
Practice, Policy and Research
Social work practices in working with the

drug-exposed infant population can provide a vast array

of opportunities for both the infants and the caregivers
who are willing to take advantage of the available

services. Unfortunately, there appears to a limited

amount of resources available in regards to research and
specified treatment for the drug-exposed infant
population. For those infants and caregivers that are
able to seek out available services, this study could

serve as a method of education, information, and

intervention.

The present study might be useful at a micro level
to practitioners who are struggling with working with the

drug-exposed infant population. Because there is such a
limited amount of information and research available,

this study could serve as a guide for practitioners in
what to look for, what to expect, and how to go about
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treating the drug-exposed infant and the caregiver. It
could also be helpful to teachers who have drug-exposed

children in the classroom to have a better understanding
of what they need and why the have certain problematic
behaviors.

On a macro level, this study could prove to be
beneficial to future practitioners and policy makers by
providing necessary information to aid in drafting and
implementing policies and program for the drug-exposed

infant population. The study could also be valuable to
social workers by providing information and a better

understanding of the needs of the drug-exposed infant
population that is not currently available in present

research.
Drug-exposed infants is a huge topic that only

appears to be growing in numbers and this study serves as
a stepping stone in the right direction of providing
attention and information surrounding the subject. In the
future, one might expand on this study by including

perspectives from the caregivers, teachers, and the

medical field. By doing so, future studies might be able
to create better treatment programs that help the
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drug-exposed infant and the caregivers succeed and
thrive.
Conclusions

As social workers, it is important to be in the

forefront of knowledge, treatment, and resources
available to the drug-exposed infant population and the

caregivers. Social workers have the incredible power and
possibility to make significant changes in not only the

lives of the drug-exposed infant and his or her family,
but also in the policymaking process. There is a need to

have more participation and connection as social workers
to advocate for the rights of the drug-exposed infant,

petition for more available treatment programs, implore
for more research funding, and even hold more

accountability to the using mother who gives birth to the

drug-exposed infant.
This chapter has discussed the findings of this
study by providing an analysis of the common categories
that practitioners affirmed was their perspective on

working with the drug-exposed infant population. It also
discussed sample size as a limitation in terms of not

providing a more varying perspective and possible

61

available ideas. To conclude, implications for future
social worker practice and policy were also discussed in
this chapter.
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APPENDIX A

FLYER
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Attention all SART PRACTITIONERS
I am a CSUSB MSW student and am looking for SART
practitioners to participate in an interview. You will be
compensated for your time.
If you are interested, please see Hindi or contact Hindi at (909) 730-3895

Thank you!
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APPENDIX B
QUESTIONNAIRE
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Working with Drug-Exposed Infants
A Practitioner Perspective

Demographics:
1.

What is your gender?
a. male
b. female

2.

What is your current professional title?
a. MSW
b. LCSW
c. MFT

3.

How many years have you been working as a practitioner?______

4.

How many years have you been working with the SART Program?

5.

What percentage of you caseload are SART cases?____________

6.

What is your age?
a. 25-30 yrs old
b. 31-40 yrs old
c. 41-49 yrs old
d. 50+yrs old
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INTERVIEW QUESTIONS
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Working with Drug-Exposed Infants
A Practitioner Perspective

Interview

The following are discussion questions to prompt individual thoughts on the topic.
This part may take fifteen to thirty minutes.
1.

Do you currently have drug-exposed infants on your caseload?

2.

What reasons are the drug-exposed infants referred for treatment?

3.

What symptoms do the drug-exposed infants present upon entering treatment?

4.

Do you do any modifications to therapy in order to better serve the
drug-exposed infant population?

5.

What challenges do you face, as a practitioner, when working with the
drug-exposed infant population?

6.

What are the positives you have found working with the drug-exposed infants?

7.

What are the negatives you have found working with the drug-exposed infants?

8.

What treatment modality do you utilize when working with the drug-exposed
infants?

9.

What kind of goals do you give the drug-exposed infants on the care plan you
create?

10. What advice would you give to practitioners who will be working with
drug-exposed infants in the future?
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INFORMED CONSENT
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Informed Consent
This study in which you are being asked to participate is designed to explore the challenges
practitioners face when working with drug-exposed infants within the SART Program of San
Bernardino County. This study is being conducted by Ms. Hindi Zeidman, a Master of Social
Work graduate student under the supervision of Professor Janet Chang, School of Social
Work, California State University, San Bernardino. This study has been approved by the
Social Work Human Subjects Sub-Committee of the Institutional Review Board, California
State University, San Bernardino.
PURPOSE: The purpose of the study is to gain insight into and explore the practitioner

perspective on particular challenges one may face when working with the drug-exposed infant
population.
DESCRIPTION: You are being asked to take part in a face-to-face interview. You will be

asked a few questions about your background and the challenges you face working with the
drug-exposed infant population.
PARTICIPATION: Participation is completely voluntaiy; refusal to participate will involve

no such penalty or loss of benefits to you. You are entitled to and may discontinue
participation at any time without penalty.
CONFIDENTIALITY: The information you give during the interview will remain

completely anonymous/confidential. Your name will not be associated with your data in any
way.
DURATION: The interview will take approximately twenty to fifty minutes.
RISKS: There are no foreseeable risks to your participation in the research.

BENEFITS: There will be no direct benefit to participants. Participants who take part in the

research will have a role in formulating a significant practitioner perspective on working with
the drug-exposed infant population.
VIDEO/AUDIO/PHOTOGRAPH: I understand that this research will be audio recorded.

Initials and data from the recording will be used to develop the final report_______ .
CONTACT: If you have any questions about the project, please contact my research

supervisor, Dr. Janet Chang, Professor, School of Social Work, California State University,
San Bernardino, 5500 University Parkway, San Bernardino, CA 92407, jchang@csusb.edu
(909) 537-5184.
RESULTS: The results of the research will be available at the Pfau Library, California State

University, San Bernardino after September 2010.

Date___________________________

____________________________________
Please place a check mark here
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APPENDIX E
DEBRIEFING STATEMENT
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DEBRIEFING STATEMENT
Thank you for your participation and for not discussing the contents of the

study with anyone else. If you have any questions about the study, please feel free to
contact Hindi Zeidman or Professor Janet Chang at (909) 537-5184. If you would like

to obtain a copy of the group results of this study, please contact Pfau Library at

California State University San Bernardino at (909) 537-5091 after September 2010.
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